THE salient points of this case are as follows: The left eye was removed at Moorfields Hospital for glioma, the child, a boy, being then aged 31. The condition of the eye after removal is described as follows by Mr. Greeves, who at that time was pathologist to Moorfields Hospital: " I find that there was a large scleral staphyloma in front, and that the thinned sclera was infiltrated with glioma cells-also that masses of growth could be traced along the sheaths of the vortex veins. The cut end of the nerve was apparently free of growth, although the proximal part (towards the eye) was infiltrated."
2Lawson: Recurrent Glioma of the Retina From this date the local condition went rapidly from bad to worse and the mass grew with extraordinary rapidity. The tumour spread over the parotid region, down into the neck, forwards through the skin, and inwards and backwards into the mouth. In spite of all, the child's general condition of health remained excellent till about three weeks before death, when rapid emaciation set in. Up to that time he was lively and cheerful and always ready to play with toys, and laughing and singing like any other happy child. Death occurred about three months after admission into hospital with the second recurrence.
Case of recurrent glioma retinme. Photograph taken a fortnight before death.
The superficies of the tumour is largely gangrenous.
The accompanying photograph, which was taken a fortnight before death, gives a good idea of the extraordinary rapidity of t-he growth and its enormous size. It is to be remembered that the period between admission into hospital and death was only three months, and that at the time of admission the growth was no bigger than a tangerine orange and then consisted chiefly of pent-up pus. The measurements of the growth, taken after death, were as follows: Circumference, 163 in.; vertical diameter, 12' in. The weight was 43 oz.
The following precis of the post-mortem notes made by Dr. Cockayne are of interest: "The bones of the face were eroded and the growth had pushed its way into the mouth, displacing the jaws with their teeth. Inside the skull the tumour had penetrated through the sphenoidal fissure, and there was a large subdural mass which had flattened the under surface of the temporal lobe and had pushed back the anterior portion of the temporo-sphenoidal lobe. The olfactory lobe on the same side was flattened. Both optic nerves were quite free of growth so far as could be seen, and this was subsequently confirmed by microscopical examination. (The slide showing sections cut from both nerves is on view.) The growth had crossed the middle line under the dura mater in front of the optic nerves and chiasma-i.e., it extensively invaded the anterior fossa of the skull on both sides. The brain showed no abnormality whatever beyond displacement. All the organs of the body were perfectly healthy and there was no glandular involvement anywhere."
Microscopically the tumour in section (of which a slide is shown) is extremely cellular, with extremely slight supporting connective tissue. The cells are small and round or oval in shape, with large nuclei, and practically no protoplasm.
The outstanding features of the cases are, I think, the following:-(1) The failure of radium treatment.
(2) The purely local nature of the recurrence, which was practically a continuation of the original growth outside the globe.
(3) The extremely rapid growth of the tumour when once it had been opened up, and after attempts had been made to clear it away.
(4) The total absence of true metastases and the complete freedom from involvement of structures such as the cerebrum, which, though covered by the meninges, were otherwise in immediate contact with the growth.
(5) The excellent general condition of the patient, whose health was not materially affected until the protrusion of the growth into the mouth set up acute septic absorption from which the child died.
The most interesting point is the question of metastases. Of course it is now well recognized that retinal gliomata or glio-sarcomata, as I think they should be called, are not verv prone to give rise to metastatic deposits, except purely local recurrences in the immediate neighbourhood; but certainly such do occur sometimes, and it is strange that this extremely malignant growth exhibited absolutely nothing of the sort, not even implicating the stump of the optic nerve, which was lying all the time embedded in it.
The failure of radium treatment was unfortunate, because it Discussion on Glioma ot the Retinia appeared to be an excellent case for its use, and it really seemed at first as if it had effected a cure. That the patient died directly from septicsemia there can be no doubt, and, as I have pointed out already, a most striking feature was the indifference of the child to this horrible growth, to which, until the mouth was invaipd, it paid no attention except when dressing-time came round.
The growth itself caused the child no pain at all, and I never had to give any morphia or other anodyne. The worst part of the case towards the end was that the growth became gangrenous in places and the fcetor was intense. A free use of H20O, and frequently applied wet dressings soaked in weak Sanitas solution, answered the best of the many things tried with a view to mitigating the fwtor.
DISCUSSION.
Mr. WM. C. ROCKLIFFE (Hull): Mr. Arnold Lawson's, Dr. Taylor's and Mr. Fleming's papers remind me of three similar cases of recurrent glioma occurring in my own practice. In the first case, the patient, aged 3, was brought back six weeks after the excision with a rapidly increasing recurrent growth in the orbit about the size of a walnut, which had been noticed about fourteen days previously. Six days later the growth had more than doubled its size, and an exenteration was done, the child dying shortly afterwards with glioma of the brain. Owing to the child taking the anaesthetic badly the primary excision was hurried and the nerve was divided closer to the eyeball than was desirable. Mr. Parsons reported: "The recurrent growth is not metastatic, but has invaded the whole length of the nerve by direct continuity, and has entirely replaced the nerve fibres. It also invades the other orbital tissues widely, and throughout has the typical appearance of a glioma of the retina." In the second case, a child aged 31, the primary gliomatous growth extended deeply into the orbit and the excision was complicated by very free hamorrhage, and again the nerve was divided nearer the globe than was intended. The patient was re-admitted, twenty-four days later, with a large recurrent growth in the orbit protruding 4-in. in front of the superciliary margin. Exenteration was done at once and the late Mr. Coats reported "typical glioma." A week later a second recutrrent growth commenced rapidly filling the orbit, and as the child showed cerebral symptoms the patient was removed by its parents. Four days afterwards extraocqtlar rnetastases developed over the occipital bone and steadily increased in size, and the child died about two months after the primary excision, extremely emaciated with secondry growths on the skull and lower jaw. This case, even to actual dates, is almost identical with Mr. Fleming's, and, like his and my first case, succumbed in two months after date of excision. In the third case, a child aged 3, the recurrent growth did not appear until six months after excision of the left eye. It was accompanied by cerebral symptoms. A month later the child was in a comatose condition, with twitching of the right arm and face, and apparently right hemiplegia; there was alsQ considerable ecchymosis of the right orbit. The child died in convulsions six weeks later-i.e., nine months after the excision. Mr. Treacher Collins reported it as a case of " typical glioma."
Mr. E. TREACHER COLLINS: With reference to that last remark made by Mr. Rockliffe, I should like to, say that I do not regard glioma of the retina as a sarcoma. It is best spoken of as neuro-epithelioma. It is interesting to contrast the way in which different forms of malignant intra-ocular growths spread, that is to say, glioma as compared with sarcoma, the one beginning in. the neural epiblast, and the other originating in mesoblastic tissue. Sarcoma of the choroid generally spreads by metastasis: the large majority-of the patients who die from sarcoma of the choroid die from metastatic growths. But the gliomatous growths, as we have heard to-night, and as I found in a series of cases traced out in association with Mr. Lawford, usually spread by continuity. Recurrences when they occur are usually local, in the orbit, about the face, or in the brain. In trying to find an explanation of the difference in the way in which these growths spread, we may, I think, look to the work of Mr. Sampson Handley, who showed that cancer of the breast usually spreads by " centrifugal lymphatic permeation." This is probably also the case in glioma of the retina, while sarcoma of the ch,oroid is. spread by emboli of sarcoma cells carried in the blood stream. As a clinical point, I would like to ask members of the Section whether they have ever checked the spread of a gliomatous growth by doing an exenteration of the orbit. I have done exenteration many times, but have never, in these cases, saved the patient's life.
Mr. HOLMES SPICER: In 1901 I had a case of glioma of both orbits in a child. Mr. Brewerton helped me to remove the left eye, the other had been previously removed for glioma: a long piece of the nerve was taken; the eye was full of glioma, but the cut end, examined by Mr. Brewerton, was healthy. Two months later there was a recurrence in the left orbit about as big as a filbert; 'the orbit was evacuated; the removed part was examined by Mr. Brewerton, and was reported on as gliomatous, but unfortunately the note of the detailed examination cannot be found. The patient is alive now after fifteen years.
Mr. ELMORE BREWERTON: I may say I exenterated the orbits of this child four or five times, but I did not do so with the idea that I was thereby saving the patient's life, but rather to save some of the trouble to the nurses at the hospital in looking after the patient. The cleared-out orbit was far easier to dress than was a fungating mass, which, as Mr. Lawson has already said, smells horribly, although it is not painful to the patient; and I am sure the patient is more comfortable after exenteration. If the growth is limited to the orbit I think exenteration should always be done. With regard to the case mentioned F-8a
